THE tbree cases here described have these features in common: They were difficult cases and the operations were prolonged; they were all suppurating and were treated for a week previous to operation by scaling and syringing; the aniesthetic was ether, delivered through a tube passing well to the back of the miouth ; recovery was uneventful and practicallv painless; no drug (not even aspirin) was needed to control pain, and swelling of soft parts was hardly perceptible; stay in the nursing-home was short, three days in one case, four days in another, and in the third case the patient only stayed on for a month's rest cure. I think these results show that there is some advantage in the gentler, but slower, way of operating. FIG. 1. Case L.-A man aged 45. 8 horizontal (fig. 1 ). X-ray examination shows a simple conical tooth, but does not show overlapping soft parts nor suppuration. I syringed daily for a week before operation (7.1.35) and was then able to see the outer corner of the crown. When I was sure that I had loosened the tooth I split it with forceps across the neck, being certain from the skiagram that I had a simple conical root to DE)c.-ODONT. 1
Becthon of obontoIop
President--C. H. HOWKINS, C.B.E., D.S.O., L.R.C.P., M.R.C.S., I,.D.S.E. [February 25, 1935] Three Cases of Impacted Lower Third Molar By J. G. TURNER, F.R.C.S., L.D.S.Eng. THE tbree cases here described have these features in common: They were difficult cases and the operations were prolonged; they were all suppurating and were treated for a week previous to operation by scaling and syringing; the aniesthetic was ether, delivered through a tube passing well to the back of the miouth ; recovery was uneventful and practicallv painless; no drug (not even aspirin) was needed to control pain, and swelling of soft parts was hardly perceptible; stay in the nursing-home was short, three days in one case, four days in another, and in the third case the patient only stayed on for a month's rest cure. I think these results show that there is some advantage in the gentler, but slower, way of operating. fig. 1 ). X-ray examination shows a simple conical tooth, but does not show overlapping soft parts nor suppuration. I syringed daily for a week before operation (7.1.35) and was then able to see the outer corner of the crown. When I was sure that I had loosened the tooth I split it with forceps across the neck, being certain from the skiagram that I had a simple conical root to DE) . 3 ). Large dentigerous cyst extending far up the ascending ramus, and perforating the bone at the sigmoid notch, and forward under l 6 (this cyst made operation much easier). Suppurating. Syringed and scaled for a week before operation. Extracted | 7 to get access to | 8. At the time of operation I took an impression for a vulcanite plug to keep the opening patent, and put a plug in on the third day. The cyst-wall was not removed. After-treatment: Syringing and vulcanite plug.
Operation 22.5.34. 7.12.34 .-The cavity is filling well. POSTSCRIPT (30.10.35) . In spite of the fact that at operation I found that the cyst had extended into the soft tissues above the sigmoid notch, there is hardly a trace of the cavity that ran up the ascending ramus. The plug has caused the patient no inconvenience whatever.
In these cases I can find no hint of the genesis of these malformations. Their successful issue was, I think, due partly to very thorough preliminary treatment of the whole mouth to eliminate dental sepsis, and partly to gentle, unhurried manipulation. Those who object to intratracheal anasthetization may rest assured that a perfectly good aniesthesia can be maintained by means of a per-oral tube (of lead). In the last case I did not attempt to eradicate the cyst, or to lay open the ascending part at the expense of the ascending ramus and coronoid process; I trusted to keeping a large drain open by means of a vulcanite plug. [October 28, 1935J An Improved Procedure for the Removal of Impacted Third THE surgical ideals of drainage at the lowest point and dilhinution to a minimum of the area to be drained are rarely obtained in operations for the removal of the third mandibular molar. Drainage at the lowest point can be effected on the lingual side and, if bone be cut away, the soft tissue can cover, and partly--if not completely-obliterate, the area to be drained.
Mr. Whaley, who assists me, suggested operatinjg in the tonsil and adenoid position. Accessibility was greatly increased, lighting was markedly improved, and a much more controlled operation resulted.
The Operation A general anaesthetic is used. Dr. Bernard Johnson, to whom I am indebted for help, uses an intratracheal tube passed through the nose.
The operator sits at the head of the table. The patierit's head is fully retracted and fixed as firmly as possible with a head-clamp. A modified Boyle-Davis gag (without anaesthetic tube) is used to keep the mouth open and depress the tongue. A head-mirror or head-lamp is employed by the surgeon to obtain the necessary lighting of the field of operation whilst the assistant uses a head-lamp. The position does not demand packing of the throat, but this is advisable both in the event of heamorrhage and in order to catch chips of bone. If the tongue bulges up at the side of the spatula on the gag, a single swab can be tucked in. The incision is made behind the second molar from a point on the lingual aspect about level with the apices of this tooth ( fig. 1) . It passes as a curve about i in. behind the tooth, keeping more or less equidistant from it as far as the fold of the cheek. If the incision is too far back the lingual nerve may become exposed. Additional incisions will be necessary-one of aboutin. to 1 in. at the outer end of the first incision towards the base of the coronoid. A posterior flap is then raised. A chisel starts the separation from the bone most readily ( fig. 2 ) and separates the mucous membrane from the bone more effectively than a periosteal elevator.
